Rationale, aims, and objectives: Patients with mental health problems experience numerous transitions into and out of hospital. Primary care providers have mixed success in identifying and managing patients' needs. This study explores health personnel's experience of care pathways in patient transition between inpatient and community mental health services.
| INTRODUCTION
Patients with mental health problems experience numerous transitions into and out of hospital. 1 Evidence shows that patients with mental health concerns often share their problems with their primary-care provider 2, 3 but that primary care providers have mixed success in identifying and managing these concerns on their own. 4, 5 Because patients have a variety of preferences for care and face barriers associated with mental health treatment, this situation suggests the need for easy access to a range of treatments and providers. 6, 7 There is a growing interest in extending care pathways in primary care and mental health to improve the quality of care through enhanced care coordination. Care pathways are understood as interventions for the care management of mental health patients in need of complex health services during a well-defined period of time. 8 Although there seems to be a consensus on the importance of early intervention in the treatment of mentally ill patients, 3 evidence is sparse about the relationship between care pathways and care coordination. A recent study 9 found that care pathways are effective interventions for enhancing teamwork, elevating the organizational level of care processes, and reducing the risk of burnout for health care teams in such settings. From care pathways, high-performance teams can be built. 9 Chew-Graham et al 10 pointed out that, depending on its quality, communication could function as both a promoting factor and a barrier to success. These 4 elements are implicitly incorporated in the health care system to improve outcomes. 12 Vickers et al 13 noted that expanding integrated mental health care in the primary care setting/services resulted in increased staff and provider satisfaction.
A study 14 evaluating the effectiveness and satisfaction outcomes of a mental health screening and referral clinical pathway for community nursing care showed that the use of a structured pathway by generalist community nurses may result in better recognition and management of problems compared with nurses' reliance on judgment alone. When studying how a care pathway model works in community mental health in the UK, Khandaker et al 15 found that it led to more focused interventions being offered. However, Steinacher et al 16 investigated the changes due to the implementation of care pathways in the treatment of patients with schizophrenia and found that the patients reported less treatment satisfaction after the implementation of pathways of care. Steinacher et al offered no explanation, and the evidence base for such pathways remains contested or in development. Katschnig, 17 for example, emphasized the importance of monitoring different levels of health care to find the best models or pathways of care. Waters et al 18 suggested that documentation does not reflect patients' views on treatment. However, several studies have revealed that care pathways improve the components of care coordination. 19, 20 A main element in the Coordination Reform in Norway, 5, 21 relevant for the current study, is the commitment to ensuring that patients receive the most effective health care services possible, through cohesive and integrated care pathways, and recommends a 24-hour follow-up in the community after discharge from the hospital.
The apparent goal of care pathways is to achieve optimal efficiency and improve the quality of care as prioritized in health strategies in Norway. Thus, the current study endeavors to contribute to this area of research by exploring community health personnel's experience and providing an understanding of care pathways in the patient transition between district psychiatric centres (inpatient) and community mental health services.
| METHODS
To reveal important factors in care pathways for mental-health patients, we used a qualitative research design with a descriptive approach. 22 The interviews were conducted in 4 focus groups. Prior to the focus group sessions, we discussed in great depth which questions to ask. We studied the comprehensive summaries of phenomena and events described in the focus group sessions in an effort to detect major categories, themes, and patterns, using thematic analysis.
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| Process of selection of participants
The team leaders in the community health care settings identified experienced mental health personnel. All the leaders were positive about the study and acknowledged the need for focusing on pathways of care, especially obstacles that could prevent smooth transitions.
They assisted the researchers in identifying participants who would offer comprehensive and unbiased information. All our participants were involved in practical coordination in pathways of care. The inclusion criteria were > 5 years of experience in mental health care and working at least 30 hours a week.
| Participants and demographics
Twelve health employees from 7 community health care settings
(1 urban and 6 rural) were interviewed in 4 focus groups. All participants were female with more than 10 years of experience in mental health. The vast majority of health personnel in mental health in Norway are women. The study included 9 nurses, 2 carers, and 1 social worker, all specialized in mental health care.
| Ethics
The study was approved by the Norwegian Centre for Research Data (NSD, project no. 51960) with no additional approval required for ethical clearance. All phases of the study were conducted according to the Helsinki Declaration 26 and ethical principles in research. Data were transcribed and anonymized accordingly. Written consent was obtained from all participants.
| Focus group interviews
We used a semi-structured interview guide in the focus group interviews, which was developed in discussion with university and health care representatives. The participants were asked to describe their views on experiences with care pathway transitions between DPCs and community mental-health services. 
| Data analysis
Interviews were transcribed and analyzed through thematic text analysis in 6 phases: familiarizing ourselves with the data, coding, searching for themes, reviewing themes, defining and naming themes, and writing up. 29 A codebook was developed on the basis of variables identified by our research team at the beginning of the study as theoretically relevant to the research questions and the literature.
Graneheim and Lundman's 30 proposed measures of trustworthiness (credibility, dependability, and transferability) were applied throughout the steps of the research procedure. The analysis of group-level data involved scrutinizing the themes, interactions, and sequences within and between groups. We performed an iterative analysis in a systematic, repetitive, and recursive process.
| RESULTS
Two areas of concern about care pathways between DPCs and community mental health services emerged from the analysis: (1) the need for integrated care and (2) the need for patient activation or empowerment. These 2 areas are discussed below.
No particular differences between participants from rural and urban health care were found.
| Integrated care
Integrated care occurs when health care professionals consider all health conditions at the same time, instead of adopting a fragmented, disease-specific focus. Thus, integrated treatment is more likely to be customized to individual patients, because this approach allows health care professionals to treat individual patients as a whole rather than on the basis of their separate conditions. Different dimensions play complementary roles: clinical integration, professional and organizational integration, and system integration. 12 The community mental health teams emphasized the importance of capitalizing on opportunities for cooperation, through the establishment of routine meetings between staff in DPCs and community services to exchange information and to provide quality health care, as stated in the Norwegian government's goals for mental health care.
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"We always have the patient's consent to share information. I think that it is necessary to secure cooperation with the most important authorities, particularly in the transitional period from one organizational system to another."
Some of the participants emphasized a positive change associated with the establishment of routine meetings at inpatient facilities.
Before admission to a hospital-based service, patients were offered to be part of the planned inpatient-stay program. Participants pointed out the benefit of holding this new routine meeting.
"It seemed to be a very positive experience for the patient; she became more motivated to accept mental health hospitalization. Her contact specialist nurse considered the meeting as goal-oriented and emphasized that the patient had the opportunity to talk about her challenges."
One of the participants recommended implementing knowledgebased protocols for meeting patients prior to their discharge from inpatient settings. She described the current situation as follows:
"Sometimes, we do not have time for a meeting prior to discharge, and we get the information by phone. There are no routines for phone calls or meetings. Different nurses choose different ways of communicating."
The lack of standardized protocols seemed to preoccupy our participants, and they suggested several ways to facilitate the seamless exchange of important information between systems. The importance of providing and receiving correct information at the right level and time is described in a previous study, 31 which reviewed evidence on the quality of information transfer between primary care physicians and specialist mental health providers for referral and after inpatient discharge. Previous research has also revealed variability in the quality of protocols in mental health care, with differences existing between regions and among providers and, in some cases, a lack of correspondence between the provided care and the standards of evidencebased mental health care. 32 Participants emphasized the need for new evidence-based protocols for the patient discharge process. One staff member succinctly expressed this shared sentiment when she made the following remark:
"I think DPCs need routines for the discharge process."
Participants from community mental health services were pleased with the hospital-based meetings about the transfer of patients to community mental health services, but they noted that the information provided by the hospitals was sometimes incomplete. They felt that the delivery of complete patient information by the DPC should be a matter of standard practice when patients return home and the responsibility for their well-being shifts to the community mental health services.
The historical documentation from both health personnel as well as the patient's own narratives and opinions should be clearly communicated. Knowledge about the patient was presented as more complete in the community setting compared with the knowledge that came from the DPCs. For example, 1 participant concluded:
"In the community, we have followed this patient over the years. We have documents and knowledge about his life and about which treatment works…" Importantly, our participants reported a discrepancy between the way in which DPCs and community mental health services identified the needs of each patient, separately and from the start, without cooperation.
Staff in inpatient services identify the need for new housing (for the patient) with health personnel present 24 hours a day. With such a high level of care, there is a risk that the patient develops a decreased level of functioning in his/her daily life.
There also seems to be a perceived cultural and power discrepancy between DPCs and the community mental health services. Traditionally, the hospitals have had the "power" to identify the care needed by the patients when discharged. These views seem to have had an influence on the cooperation between systems, with DPCs considered as the most powerful contributors to both treatment and care of the patients.
"We should instead work "shoulder to shoulder". Now, it is more like the different systems work for themselves."
Sometimes, patients refuse to engage in the sharing of information. In such cases, community care services struggle to identify the right level of care required.
"In those cases, patients will not establish a relationship with us [community staff] and will not experience our professionalism."
During the focus group sessions, we found that inpatient staff send information by letter to the community mental health services, a choice of communication method that causes delays in establishing health care in the communities. One participant explained the potential effect of these delays, as follows:
"We could potentially provide health care too late, not knowing that the patient was in need of our services."
A new e-message system 33 seems to have changed the routines for communication between DPCs and community mental health services.
As 1 participant puts it:
"It is easier to get documented information when we ask for complementary health information by e-messages … then, they are obliged to respond."
Although the e-message system was introduced to support patient transitions across the healthcare sector, the participants experienced a lack of information and cooperation and stated that, sometimes, they did not get the messages at all.
"What I find scary about e-messages is that it is like an ordering service, without cooperation. We have to get ready for the service they ordered… but we have waiting lists and a tough prioritization process when deciding who we can help…"
A previous study 34 identified a lack of communication between DPCs and community mental health services, and the Norwegian Labor and Welfare Administration (NAV) as a significant barrier. The participants in that study pointed out that they could spend hours, days, or even weeks attempting to reach the right person with the authority to make decisions regarding the discharge of patients.
"And we are critical of NAV all the time. We send requests for economic help and support, money for medication, applications for jobs for the patients, or other welfare or coverage of expenses."
For some patients, attending meetings and gleaning information from these meetings could also be challenging. All participants agreed that part of their role is to secure the information given in meetings and inform the patients afterwards, to ensure that they fully understand the decisions made.
Another topic identified in the interviews was the lack of resources needed to give quality mental health care to patients. The participants complained about not having the time and resources at work to prevent the development of mental health problems in their communities.
"Earlier, we had a mental health nurse working on preventing the development of mental illness among children and young people at school. This service is now reduced from three days a week to one day a week."
In addition, the interviews revealed the negative impact that economic problems in communities had on the training of mental health nurses.
One participant expressed her concern with the following remark:
"The training of the mental health staff is reduced, and that is alarming."
The reduced training was deemed to have come about as a costsaving initiative, and participants were anxious to hold on to current resources in the face of this and determined to fulfill their duties of care in mental health work, regardless of this context.
| Patient activation
Patient activation is considered an important and empowering element in health care reforms. It involves giving patients information that they can understand and act on, and providing them with support that is customized to their needs, so that they are equipped to learn how to manage their own health. Activated patients develop their own understanding of and are engaged in their role in healthcare processes. 35, 36 As evidenced by the interviewees' responses, the community mental health teams emphasized the importance of patient involvement and participation in mental health care. One participant offered the following insight:
"
have an ongoing dialogue with him/her, to make sure
that it is what the patient wants to achieve."
The very experienced personnel interviewed for this study emphasized that the transition from inpatient status to living in the community could be seen as a challenge for patients.
"The transition to going back into the community with only a few visits every week, is quite overwhelming when you have been together with others 24 hours a day or you could get help 24 hours a day."
This transition involves patients being discharged from a hospital unit and returning to their homes with less chance to talk to someone around the clock. Unlike the general population, most patients with mental illness live alone, and for some, their social network revolves around those they encounter as part of receiving their health care.
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It is not easy for patients to make the transition from living in a safe environment where someone is always available to provide advice, to living at home, where they must try to figure out everything, mostly on their own. Another problem that may arise during the transition phase is that some patients might feel healthy when discharged from hospital-based services and, therefore, refuse to receive followup care from the community mental health nurses. On some occasions, this could lead to a relapse.
"Some patients think they are healthy and that every problem is solved when they leave the inpatient services; therefore, they don't want follow-up from any professional personnel… Then, they often have a relapse weeks or months later."
In the community, the mental health teams work together with the ambulant teams to provide follow-up care to the patients discharged from the inpatient setting in order to maintain continuity in the provision of mental health care. One participant underscored the importance of providing follow-up care and of cultivating cooperation between the health care personnel involved:
"When the patients are discharged [from DPC], we think that it is very important [to continue] with visits and treatment from the ambulant team, preferably together with a community mental health nurse."
Our participants found that coordinated visits to newly discharged patients in the community that involve both inpatient and community staff are useful, especially when the patient is new to receiving community mental health services. The staff from the hospital-based service can introduce the community mental health nurse(s) to the patient, and all 3 parties can discuss the proper treatment and follow-up.
In addition, the interviews conducted for this study revealed that mental health team members focus not only on the patients but also on their families and settings.
"We support and empower them to improve the patient's function, but in the community, we not only have the patient, we very often also have the whole family, in many different settings."
During the interviews, the members of the community mental health teams emphasized how challenging it is for patients to cooperate with NAV.
"Many of the patients with whom I have a therapeutic dialogue emphasize that it is a challenge to cooperate with NAV. They don't feel that they are being seen or respected."
"They are frightened about not fulfilling what is expected from them. Some seem to be afraid that, if they don't say yes to everything, they might lose money or benefits from NAV."
In addition, NAV's housing policy affects patients' sense of dignity. The interviewees also discussed the level of responsibility for training patients with mental health problems in the communities. One participant described how opinions differed regarding this issue:
"We tried to cooperate with the inpatient services to offer a course in coping with depression. We felt that the DPCs were also responsible for training the patients, but the DPCs felt that the communities had to arrange the courses themselves."
The community mental health nurses seemed to be aware of their role in sharing responsibility for the future training of patients, but they also noted that they lacked the resources to fulfil this role.
"… but we need more professionals, competence, and resources."
A recent study 38 showed that the use of peers as co-educators might contribute to the implementation of a different mental health care delivery system, a system that ensures patient activation and participation in the treatment.
Our participants found it important to have an action plan in place for those patients whose health worsens after discharge from the DPCs. One participant explained the importance of having such a plan, as follows:
"It is necessary to have a plan for readmission to the inpatient services if we observe that patients are not confident and are in need of more security, so they have an opportunity to go back and forth."
Another participant acknowledged the difficulty encountered by some patients following their discharge:
"Moving back to a house or flat can be quite challenging.
Not all patients are capable of coping straight away."
Our participants were familiar with the allotment of low-threshold beds (self-referral admissions) in hospital-based services/DPCs. This was considered an opportunity for patients to be more involved in their own care.
In relation to clinical care, the participants agreed that teaching patients a range of skills to increase their ability to have a good life in their own home was of utmost importance for success.
We have summed up our findings in Table 1 .
| DISCUSSION
The main promoting factors affecting smooth care pathways in mental health found in this study were that there should be opportunities for information sharing between inpatient and community mental health services, the identification of health personnel responsible for carrying out the tasks of information sharing and implementation of systematic procedures, the use of digital messages, around-the-clock care, and patient involvement. Barriers that prevent the actions described earlier are lack of a responsible person in each level of care; insufficient meetings, protocols and systematic plans; delays in information sharing; and welfare systems negatively impacting on patient dignity.
The mapping of responsible personnel will secure smooth pathways in the transition from being an inpatient to being a user of community mental health care. Our participants also shared their opinions on other important aspects of integrated care.
Patients face challenges in finding their way through the different systems. Patients are in need of support around the clock in order to be activated and empowered to be part of the decision-making process and develop coping skills.
The gaps between inpatient care and community care appeared when the different services wanted others to be responsible for activities, visits, admission, or new admission to other levels in health care.
These gaps were quite evident when participants described differences in opinion between DPCs and community mental health ser- 
Team work/ambulant
Around-the-clock care. The lack of meetings. One responsible health person in each system for each patient.
Difficulties in identifying the right staff at different care levels.
Resources
Gearing up community services to specialized care. Lack of specialized personnel.
Patient activation
User involvement and autonomy Involvement of patients and their families in the admission and treatment process.
Mutual learning and training Day centres and healthy life centres that offer counselling, support on issues related to mental health.
Lack of day centres and personnel for training and support.
Relationship
The complexity of welfare systems negatively affected patient dignity.
multiple readmissions during the past year, the community personnel need a detailed care plan to avoid serial readmission to hospital-based care. In particular, our participants pointed out the urgent need for an action plan when patients begin to relapse in the community. Importantly, health personnel involved in deciding the level of care for each patient must take into consideration the comprehensiveness of the written and oral information about their health alongside the social context, resources over time, ongoing psychological symptoms, and the daily functioning of the patient.
The new e-message system appears to have changed the routine for communication across DPCs and community services, providing more complementary health information. However, these are also subject to a lack of cooperation and failure to receive messages. That said, experiences from a recent study in Norway 33 showed that elec- Research has provided evidence of the benefits of greater patient involvement. 43 A recent study 44 The participants also emphasized that it is no longer easy for chronically ill patients to be granted admission to inpatient facilities due to the policy that most of the treatment should be in the patients home instead of in hospital. So there seems to be a discrepancy between the policy and the needs in the communities. It would be interesting to explore the patients views on this matter. Communities with economic problems are struggling to provide the resources and further training necessary to ensure that patients receive quality mental health care. Finally, there should be less emphasis on developing and enforcing bureaucratic rules and regulations for health care, and more emphasis on producing competent professional health personnel and on providing help to patients around the clock. This shift in emphasis is an approach that could be less costly when measured over time. More research should also be conducted on the effectiveness and efficiency of the planning of care pathways from a longer-term perspective than that of the current hospital/community admission process. Patients will probably be more compliant with treatment if they participate in the decision-making process, in accordance with their rights.
| Limitations and strengths of the study
The findings of our qualitative study are non-generalizable but offer valuable insights and understanding about the phenomena of care pathways in the transition between inpatient DPCs and community mental health services. We would like to point out that our national health system could be different from other countries. Despite the small sample size, we derived a rich and contextualized information from key personnel about promoting factors and barriers in the care pathways for this transition. Such findings can assist in tailoring the organization of care pathways to enhance the patient experience of mental health care transfers. We acknowledge that our focus has been the health planning system in a region in Norway and different findings may emerge from other regions in this country and other countries. Our findings indicate that further and more comparative research could test and build upon these initial findings.
| CONCLUSION AND RECOMMENDATIONS
The mapping of responsible personnel will secure the follow-up of the key findings in the point of transition between services, in terms of cooperation, information, and documentation. Both digital and telephonic sharing of information and communication should be implemented and in place before admission to a hospital-based service, and before and after discharge back to the community. In order to secure effective information sharing, all parties should have the phone number of a named, responsible coordinator in each health care and social care system to allow easy access to all parties. Regular meetings should be scheduled, in which mental health personnel can share and discuss key information with the social care system, to avoid the long current delays that extend inpatient status and block satisfactory transition to the community setting.
